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CENTRAL GOVERNMENT

Minister of Health

21 DISTRICT HEALTH BOARDS

l Buy with Service Agreements J, Internal agreements

Other Providers District Health Board provider arm
(for profit or not for profit private or community
ownership, voluntary, welfare) « Public hospitals

¢ Some community services

Private pharmacy, laboratory, & imaging o
» Assessment & rehabilitation

Primary care — GPs, Allied Health, Midwives

Private hospital services

Community services
* Disability support
* Mental health

Health and disability support services

Users of New Zealand health and disability support services
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Primary Health Care — general practice aspects

New Zealand has:

» 3,200 General Practitioners (GP: Population ratio 1:1300)
8,500 (approx) Practice/community nurses

1100 Practices

Almost all New Zealanders have a regular doctor (GP) —a “gatekeeper” to the
broader system

Most practices are owner operated, for profit, small businesses and function
within larger groupings/networks

People enjoy very good same day access

Prior to 2002 general practice received

« Up to 50% of its revenue from government, largely (targeted) fee-for-service
* The rest of their revenue came from patient co-payments, and

* 50% of adults paid full consultation cost (no govt subsidy)



Presenter
Presentation Notes
General practice is a central component of our primary health sector

Despite our primary healthcare sector having a number of very positive features there are still significant questions about whether it is equipped to tackle the issues I’ve outlined. 
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Length of Time with Regular Doctor/Place of Care

AUS CAN NZ UK US

Has Regular Doctor/Place (%)
94 95 97 99 91
2 years or less (%) 292 20 21 18 29
3-5years (%) 22 21 20 17 25

More than 5 years (%)

No regular
doctor/place (%) o 5 3 1 9

2004 Commonwealth Fund International Health Policy Survey
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And same day access was very good - 60% were able to get appointments on the same day

Other countries
		Australia		54%
		Canada		27%
		UK			41%
		US			33%



Primary Care Practices
with Advanced Information Capacity

Percent reporting seven or more out of 14 functions*
87

72

75

25 -

AUS CAN GER NETH NZ UK Uus

* Count of 14: EMR, EMR access other doctors, outside office, patient; routine use electronic ordering tests,
prescriptions, access test results, access hospital records; computer for reminders, Rx alerts, prompt tests
results; easy to list diagnosis, medications, patients due for care.
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2006 Commonwealth Fund International Health Policy Survey of Primary Care Physicians. 5
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However we did poorly with respect to people going without care due to cost
 - worse than Australia and second only to the US


The health system pressures

Current pressures:

* Health inequalities — access barriers, more chronic
disease and the inverse care law

« Workforce shortages - widespread

* Funding — recent increases in Vote Health are not
sustainable

« Safety and quality — unexplained variability in
performance
* Decisions in the national interest
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Not a system: evaluation of the health reforms
System leadership and strategic planning: Ministry review
Lack of collaboration across DHB boundaries: Health & Disability Commissioner reports

Second wave of health inequalities – rates of childhood obesity in Pacific and Maori children (30% in Pacific children, 15% in Maori children)
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Which will intensify.............

« Managing within the available funding;
« Population growth, redistribution and ageing;
* Increasing risk and prevalence of long term conditions;

* Risk of a second wave of health inequalities associated
with obesity;

 Effective utilisation of the available workforce;
 Effective application of technological advances; and
» Rising consumer expectations




Age Distribution of Population
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People aged 85+
The number of people aged 85+ has trebled since 1978, to roughly 55,000 in 2005 (11% of people aged 65+).

By 2051 there will be 320,000 people aged 85+ (24% pf people aged 65+)
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Life Expectancy by Ethnicity and Deprivation

o ~ ~ (o] (o]
()] o (3] o ($)]

life expectancy at birth (years)
(22}
o

\

NZ Deprivation scale

European females

European males

Maori females

Maori males
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 Primary Health Care because………………….

80% of all New Zealanders have seen their regular GP 
	in the last 12 months
   There are 17m patient visits to general practice each year
   And about 650,000 hospital discharges

And countries with strong primary health care demonstrate 
   Improved population health outcomes
   Reduced health inequalities
   And deliver this at lower cost
(B Starfield et al)



il
c
Q2
c
@
>
c
o
o
@
|
o
S
L
@
c
o
O
)
L
@
=
@
11]

Primary Health Care Strategy (2001)

Aims

 Better health for all

* Reduced health inequalities

* More emphasis on population health

« Better access to primary health care services

« Co-ordination, continuity, collaboration

« Community participation

* Primary health care fully involved in health system

10
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These are the aims of the Primary Health Care Strategy

The Vision

People will be part of local primary health care services that improve their health, keep them well, are easy to get to and co-ordinate their ongoing care.
Primary health care services will focus on better health for a population and actively work to reduce health inequalities between different groups


And that this will be delivered through new organisations called Primary Health Organisations
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Primary Health Organisations (PHOs)

Minimum Requirements:
« Deliver minimum service package

«  Work with groups with poor health

« Co-ordinate care with other providers

« Apply enrolment rules

* Involve communities, and Maori

« Enable all provider groups to influence
decisions

» Be not-for-profit with full and open
accountability

« Use capitation funding formula

11
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PHO funding

$2.2 billion over 7 years, from 2002
Capitation (universal), paid through PHOs
» Annual adjustment to retain value
Low cost prescriptions
» reduced from $15 to $3
Practices recelive blended funding

» Capitation from govt (& some incentive payments)

» Fees for service from patients

12
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What’s been achieved?

80 PHOs established since 2002 — diversity ++

>4.1m people enrolled — and patient satisfaction remains high, by international
comparisons

Access
*  50% reduction in schedule fees
* Very low cost access — 1.2m New Zealanders
¢ Children < 6 years — 78% free
* Cheaper pharmaceuticals for all
« Greater use of services
Services
* More focus on chronic conditions
* Innovative new approaches, and greater use of nurses
Improving performance
* Practice accreditation — Cornerstone/Te Wana
*  PHO Performance Programme — overall improvement, but significant variation
« Health Targets

13
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Unmet need for GP services (any reason),
adults by gender

30

25

20

15

10

Percent

L[] 199697
B[] 2002103

B 200607 |

11.6

14.3

14.3

Men

Gender

Women

NZ Health Survey, 1996/97, 2002/03, 2006/07
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There’s been a dramatic reduction in the number of people who haven’t been able to access GP services in the last 12 months.

And cost is no longer the number one barrier
For adults 1.7% of people weren’t able to see a GP because of cost in the last 12 months
And for children this was 0.8%
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Trends in smoking 1996-2007
(NZ Health Survey)

Figure 2.29: Daily smoking for adults, by gender, 1996/97, 2002/03 and 2006/07

(age standardised prevalence)
Percent

)

1996, 97

%+ 71 A B

40

30

2049

e ———

Men Waormnen
Gander
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There are 170,000 fewer smokers than five years ago

50% of smokers die as a result of their smoking habit – and the difference in life expectancy for this group compared with non-smokers is around 15 years

Maori continue to smoke at significantly higher rates, but this is also falling – as is smoking amongst younger people
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Diabetes

Population studies suggest

*  66% of Europeans with diabetes have been diagnosed
*  75% of Maori

*  83% of Pacific

70% had a free annual check (100,000 in total)
* No ethnic/age/gender differential

Number of people on statins has dramatically increased
* No ethnic differential

Diabetes control similar to that in US academic centres
«  Some ethnic differential

17
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2003 academic study in metropolitan Auckland involving a representative sample of >1000 people – similar to Ngati & Healthy, Te Wai O Rona, Northland systematic screening………

US Academic Diabetologists
HBA1c average			7.9% +/- 1.8
% at target HBA1c <7%		34%

NZ Primary Health Care
HBA1c average			7.38 - 7.8%
% at target HBA1c <7%		50%
For Maori			40% 
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People with Laboratory Tests for CVD risk assesment in 2008
(tests includes sceening for diabetes)
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Key theme – the presence of a denominator (with ethnicity) now enables

Practices to look at the health of their practice population eg Masterton Practice and diabetes, Mangere Family Doctors and CVS risk screening

PHOs to do this for their enrolled population – Waikato PHO and Health Right

And DHBs to do this for their total population
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CVD mortality rates by ethnicity, 1-74 yrs
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Improvement in CVD mortality has been a major contributor to the reduction in inequalities

Age standardised rates
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These are absolute numbers – there’s been a 10% reduction in these admissions despite the ageing population
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Other CVD events...stroke

Number of stroke admissions
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And a 10% reduction here since our peak in 2001/02
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Capital & Coast DHB

Can demonstrate:

* Increasing numbers of GPs and Practice Nurses since 2001 — with the
greatest increase being in very low fees practices

Increased utilisation rates

An increase of 9% (since 2007) in the % of 2 year old children fully immunised

Declining trends in ED attendance rates, since 2005, for people enrolled with
PHOs

Diabetes - flat or decreasing numbers of admissions, despite increased
numbers of people with diabetes

ASH admissions have declined, particularly for people enrolled with PHOs

Primary Health Care in C & C DHB
Final Report June 2009

22
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Very Low Fee Practices – GP + Nurse FTE per 100,000 patients has almost trebled

Nationally immunisation coverage has improved by 18% in the last 3 years
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Life expectancy gap between Maori and non-Maori
(1951 — 2006)

18
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Since 1996 life expectancy for Maori, at birth, has been improving at a greater rate than non-Maori – the gap is now around 8 years

However major inequalities still exist – the difference between our most advantaged population (non-Maori women) and our most disadvantaged population (Maori men) is around 15 years
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PHO Diversity

Size

Enrolled populations 3,500 — 350,000

50% of PHOs have <20,000 people (13% of total population)
20% of NZ’s population enrolled with the two largest PHOs

Governance

Usual size 5 — 9 members

Community members 24% of all board members nationally
Maori 24%

GPs 20%

Practice nurses 10%

Other providers 10%

Smith, J. & Cumming, J (2009)

Taking the temperature of Primary Health Organisations; A
briefing paper.

Wellington, Health Services Research Centre

24
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PHO Boards
Size – there’s a wide range, it varies from 4 – 20 people
In 5 PHOs GPs make up the largest grouping, though none are >50%
Almost half the PHO boards have no practice nurse representation
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PHO Diversity

Their role — the views of PHO Managers
 Strategic planner of primary health care
* Funder of primary health care

* General practice support

* Provider development

« Community development

* Inter-sectoral work

 Direct provider of services

A critical area of difference
* 48% see their role as direct provision of primary health care services
* 52% do not see this as a PHO function

25
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Reported by relative importance, with the most important roles being listed first

2/3 of PHOs who see their role as a provider see it as important, or very important

The original intention was that PHOs should become increasingly important providers of integrated primary and community services for local populations (King 2001) – work towards achieving the aims of PHCS

Strategy implementation has focussed on
Population health issues – reducing cost of access and allocating new sources of funding (health promotion, SIA and Care Plus)

The challenge is if PHOs are planners, funders and developers of primary health care – how do they achieve this given they feel they have no leverage over funding to general practice (520m – 64% of total primary health care strategy budget - $818m)
…………….and how does this role complement or duplicate that of the DHB

On average PHOs employ 6.5 people

41% of PHOs consider they are doing well – there’s no relationship between organisational size and perceived robustness




il
c
Q2
c
@
>
c
o
o
@
|
o
S
L
@
c
o
O
)
L
@
=
@
11]

In summary

PHOs have reached something of a watershed.

We now have a primary health care infrastructure in place that’s
achieved some of the aims of the PHCS

« an enrolled population

« with improved access to services

* more focus on chronic disease

« and on health inequalities,

« as well as community engagement

.......... but they seem constrained in their ability to bring about
significant change to the model of service delivery in primary care

26
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“How can PHOs move to the next stage of development and play a role in planning, funding and incentivising wider-scale change and to bring about extended, sustainable and better integrated primary care provision?”

……….an increasing focus on the extent to which PHOs are able to influence the model of care delivered within general practice and other primary health care providers
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Primary Health Care Strategy Budget (2007/08)

Funding Stream $million % of total budget
First contact 520 64%
Services to improve access 39 5%

Health promotion 9 1%
Management fee 32 4%

Care Plus 30 4%
Performance payments 29 4%

Rural health 13 1.5%
Mental health 7 1%

27
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Next steps

“Better, Sooner, More Convenient Primary Health Care”

Includes
» A focus on clinical engagement and leadership

Shifting more services into local communities e.g diagnostics, first
specialist assessments, allied health services

* Enhanced access e.g walk-ins, nurse-led clinics

« PHOs and general practice to have a greater role coordinating care
* Enhanced role for nurses e.g as case managers for at-risk families
« Establishment of Integrated Family Health Centres

* And more focus on consolidation — PHOs and practices

28
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Better, Sooner, More Convenient is the Government's initiative to provide more personalised primary health care closer to home that makes New Zealanders healthier and reduces pressure on our hospitals. 
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This builds on.....

Primary Health Care Strategy (MoH 2001)
« But with a greater focus on personal health delivery

Now More than Ever (WHO Report 2008)

* Universal coverage, Service delivery reforms, Public policy reforms,
Leadership reforms

Size Matters, Making GP Services Fit for Purpose
(Prof Paul Corrigan 2005)

29
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The Approach

Significant development through an annual EOI process
* Enables early movers

« Builds on clinical leadership

* And is large scale — up to 30% of population

The opportunity

« To have global budgets, delegated funding for a range of referred
services and a broader range of services

A different contract, relationship based, and focussed more on
outcomes

« Greater transparency — a learning environment

Existing arrangements continue
« Participation in subseguent waves an option

30
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It’s not about new funding, but the opportunity to explore how our current Vote Health could be used to generate more value – it’s a $13b opportunity for primary health care
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EOI - eligibility

Primary health care providers, organisations or networks that:

« Have capability and capacity for large scale change
« Use integrated, coordinated and multi-disciplinary approaches
« Support devolution of secondary services to primary health care

« Able to deliver services to a population of 50,000+, or smaller
populations from a significant geographical location.

31
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EOI - assessment criteria

* The size of the potential benefits — especially in relation
to national health priorities

« Organisational capability and capacity for large scale
change

« Strength of relationships

32




Paul Bate 2004
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Further information:

Ministry of Health

Health Services Research Centre, Victoria University

34
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In summary

New Zealand has a problem with worsening health disparities and there’s concern about how well the primary health sector is positioned to cope with an ageing population and the increasing burden of chronic disease

To help address this we’ve embarked on major change within the primary health sector

This change focusses on 
Movement away from targeted funding – to universal low cost access
the development of organisations to assist and support providers,
And movement to capitated funding – of public $$

Full details are available at these websites

The change management approach has been permissive and enabling - initial progress has been encouraging – but the next phase is more challenging – it’s about changing the culture 




http://www.moh.govt.nz/primaryhealthcare
http://www.victoria.ac.nz/hsrc/
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